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vice to medical students - 4 essential qualiti 


1. Intellectual ability 


2. a full stretching of that ability by an indominatable will 
to overcome all obstacles to learning. 


3. a genuine appreciation of the value of education 
coupled with a desire to be educated. 


4. HARD WORK 


GORD 


Results from failure of the normal anti-reflux 
mechanism to protect against frequent and 
abnormal amounts of gastro-oesophageal reflux. 


Normal physiological process! 


One of the most common human diseases 


$10 billion / year spent on antacids worldwide 


Impairment of quality of life similar to arthritis, MI 


and heart failure. 


Pathophysiology 


- Complex, Delicately balanced system 


- Imbalance between defensive factors (anti-reflux 
barriers, oesophageal acid clearance, 
tissue resistance) & aggressive factors from the 
Stomach contents (gastric acidity, volume & 


duodenal contents). 


Associated conditions 


- Pregnancy 

- Scleroderma 

- Zollinger-Ellison Syndrome 

- After Heller myotomy for achalasia 


- Prolonged NGT intubation 


Clinical Manifestations 


Classic reflux symptoms - “ Heartburn” 


Acid regurgitation 


Dysphagia 


Less Common: 


Water brash (sudden appearance in mouth of a 
slightly sour or salty fluid) 


Odynophagia 


Assymptomatic esp. elderly, may present with 
complication. 


Montreal Definition & Classification of GORD 


- Vakil et al, Am J Gastroent. August 2006 


GORD is a condition which develops when 
the reflux of gastric content causes 


troublesome symptoms or complications. 


Oesophageal Syndromes 


Syndromes with oesophageal 
Symptomatic syndromes 


injury 


e Reflux oesophagitis 


e Typical reflux syndr. 


e Reflux stricture 


e Reflux chest pain syndr. | e Barretts oesophagus 


e Oesophageal adenocarcinom 


Extra-oesophageal Syndromes 


Established associations Proposed associations 


e Reflux cough syndr. e Pharyngitis 
e Sinusitis 


e Reflux laryngitis syndr. 


e Reflux asthma syndr. e Idiopathic pulmonary fibrosis 


Reflux dental erosion syndi * Recurrent otitis media 


Diagnostic Evaluation 


Empiric Trial of Acid Suppression 


- symptoms usually respond to a PPI in 7 - 14 
days 
- “first” test used in patients with classical or 


atypical reflux symptoms without “alarm” 
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‘Alarm Symptoms” 


- dysphagia 

- weight loss 

- occult or overt GI bleeding (anaemia) 
- symptoms > 5yrs 


- Age > 45yrs 


Endoscopy 


- type and extent of mucosal injury 
- sensitivity of 60% at best for GORD 


specificity : 90 - 95% 


Identify peptic strictures or Barrets oesophagus. 


Oesophageal pH monitoring (Ambulator 


- standard for establishing pathological reflux. 

- pH probe passed nasally & positioned 5cm abov 
lower oesophageal sphincter. 

- pH values collected every 4 to 6 seconds 


- relates symptoms to reflux events 


Definite Clinical Indications for pH studies 


before fundoplication (normal G-scope) 

after anti-reflux surgery, persistent / recurrent sym 
reflux sympt. resistant to treatment with normal or 
equivocal endoscopic findings. 

defining patients with extra-oesophageal manifest. 


of GORD. 


Barium oesophagram / Barium swallow 
- inexpensive, readily available, non-invasive 
- Structural narrowing of oesophagus 

- presence and reducibility of a Hiatus Hernia 
- Primarily used in evaluation of dysphagia. 


NB: Pharyngeal pouch (Zenker Diverticulum) 


Oesophageal Manometry 


- Assessment of lower oesophgeal sphincter 


pressure & relaxation + position. 


- oesophageal motility (exclude achalasia) 


- pre-operative evaluation for anti-reflux 


Differential Dx: 


Achalasia 

Zenker Diverticulum 

Gallstones 

Peptic Ulcer Disease 

Functional Dyspepsia 

Angina Pectoris, Myocardial Infarction 
Other causes of oesophagitis 


- infections, chemical, pills 


Clinical Course 


? Non-erosive reflux disease 


?Erosive reflux disease - 85% of patients will have 


a relapse in 6/12. 


?Barretts oesophagus 


Complications 


Haemorrhage & Perforation 


Peptic Oesophageal Strictures 


Barret’s Oesophagus 


Barrets Oesophagus 
Ispected at endoscopy, confirmed by biopsy & 


stological examination. 
tinctive specialised epithelium (intestinal metaplas 


creased risk of oesophageal adenocarcinoma. 


Barrett's Esophagus: 
Development and Anatomic Relationships 


Squamous Barrett’s 


(columnar, with 


/ goblet cells) Dn 
fae 


Cardiac 
(columnar) 


Oxyntic 
K (columnar, 
with rugae) 


LES* 


Uncomplicated Short-Segment Long-Segment 
Reflux Barrett's Barrett's 


*LES = Lower Esophageal Sphincter segment 


Barrett's Esophagus Should Be Suspected and 
Confirmed by Biopsy When the Squamo-columnar 
Junction Is Displaced or Highly Irregular 


Endoscopic views of squamo-columnar junctions 


Normal Barrett's 
Columnar 


epithelium 


Squamous 
epithelium 


Irregular 
epithelial 
junction 


Medical Therapy 
Non-Prescription Therapy 

lfestyle Modification: 
- head of bed elevation 
- avoid tight-fitting clothes 
- weight loss 
restriction of alcohol + stop smoking 
- avoid bedtime snacks 
- dietary changes (reduce meal size, fat, chocolates 


ITC Medications: (eg. Alginates (Gaviscon), H2RA’s 


Prescription Medication Therapy 


Prokinetic drugs 
- increase acetylcholine release in myenteric plexus 


- increase gastric emptying. 
- metachlopramide. 


distamine 2 Receptor Antagonists 
controlling nocturnal acid secretion 


-competes with histamine on parietal cell 
cimetidine, ranitidine 


Proton Pump Inhibitors 


- inhibit H*K*-ATPase pump. 


- markedly reduce gastric acid secretion 


- omeprazole, esomeprazole, lansoprazole 


- well tolerated, know how to use 


Surgical Treatment 


- reduce GOR by increasing basal LOS pressure, 
decreasing episodes of transient LOS relaxations 
& inhibiting complete LOS relaxation. 


- reducing the HH back into abdomen, 
reconstructing the diaphragmatic hiatus, 
reinforcing the LOS. 


- Nissen fundoplication - a full 360* wrap. 
Toupet partial fundoplication. 


Laparoscopic Nissen fundoplication 


Anti-reflux surgery - ?reasonable option. 


- Healthy patients with GORD, well controlled on 
PPI’s who want alternative therapy because of 
drug expense, poor medication compliance or 


a fear of unknown long term side effects. 


- Patients with volume regurgitation & aspiration 


symptoms uncontrolled on PPI’s. 


Other Treatments 


Baclofen (GABAs agonist). 


New Endoscopic treatments (not established): 
- endoscopic suturing systems 


- radiofrequency energy delivery to GO} 


PEPTIC ULCER DISEASE 


efinition: 

enudation of mucosa exposed to gastric acid 
xtends into the muscularis propria layer 

ost commonly occurs in gastric antrum or duodena 


ulb. 


Epidemiology 


In USA: 500 000 new cases & 4 million recurrent 
cases each year. 


Low mortality rate - mostly due to complications: 
- haemorrhage 


- perforation 
- obstruction 


DU : 25 to 55yrs 
GU : 40 to 70yrs (elderly - increased NSAID use) 


Forms of PUD 


Most Common 

Helicobacter Pylori - associated 
NSAID-associated 

Other Forms 

Stress Ulcers (Physiological) 
Zollinger-Ellison Syndrome 
Gastroduodenal Crohn’s Disease 


Vascular Insufficiency 


Pathophysiology 


?Imbalance of factors protective of the gastric 
mucosa, provided in part by prostaglandins & the 
mucous layer, and harmful factors ie. H. Pylori, 


pepsin, NSAIDs, bile salts, and acid. 


Robin Warren & 
Y Barry Marshall 


Nobel Laureates 
2005 


Helicobacter Pylori associated PUD 
> 90% of DU, 70 - 90% of GU. 


Also a risk factor for gastric adenocarcinoma & 
gastric mucosa associated lymphoid tissue (MALT; 
lymphoma. 


Gram-negative bacillus, lives in mucous layer 
overlying gastric epithelium >>> inflammation. 
DU: ectopic gastric epithelium infected. 


Bacterium secretes urease -> breaks down urea 
in the stomach -> ammonia which helps neutralize 
the acidic gastric environment. 


Tests for H. Pylori 


Non-invasive: Urea Breath Tests 
Serology 
Stool Ag 
Invasive: Urease activity of biopsy specimen 
Histology 
Culture 


Helicobacter pylori: Curved Organisms (HP) with 
Flagellae Over Gastric Epithelium 


Flagellae 
A 


Light Microscopy Electron Microscopy 


NSAID-associated PUD 


Direct toxic effect (acidic nature). 


Inhibition of cyclooxygenase (COX-1) enzyme >>> 

Suppression of prostaglandin synthesis. 

- decreases mucous production, bicarbonate 
secretion, mucosal perfusion, and epithelial 


proliferation. 


Presentation 


History - unreliable 
40% of patients with active PUD have no abdomina 
pain. 


Classic Symptoms: 

- episodes of burning or dull non-radiating epigastr 
pain 

- Improves with antacids or food 

- may occur at night / intermittent 

- associated nausea & vomiting 


Non-Steroidal Anti-inflammatory Drug Use 


- more likely to be painless 
- may present initially with bleeding 
- gastric antrum most frequently involved 


Examination 
- not very helpful 
- ?epigastric tenderness 
- Perforation ----- > peritonitis 
- Bleeding ulcers : faecal occult blood, melaena, 
haematemesis, 
tachycardia, hypotension. 


Diagnostic Evaluation 


FBC: anaemia , iron deficiency 
Mx of acute Upper GI Bleeding 
Testing for H. Pylori Infection 
Barium meal 


Oesophagogastroduodenoscopy (OGD) 


Upper GI Endosco OGD 


Worry about gastric cancer? 

- anorexia, dysphagia, epigastric mass, 
severe vomiting, weight loss, anaemia, 
advanced age, family h/o gastric cancer. 


Also: 

Significant dyspepsia, acute GI bleeding, 
faecal occult blood, abdominal pain of 
unclear aetiology. 


Treatment 


Emergency management of complications: 
- bleeding, perforation, obstruction. 


Medication 
Antisecretory Drugs - H2RA’s, PPI's, PG's 
Mucosal protectants - Sucralfate 


Misoprostol (PG analogue) - prophylaxis of NSAID 


-induced ulcers. 


Eradication Therapy for H. Pylori 


Difficult to eradicate, thus atleast 2 antibiotics for 
10 to 14 days + PPI. 


Example: Omeprazole 20mg bd x 14days 
then 20mg dly for 14days 
Amoxycillin 1000mg bd x 10 days 
Clarithromycin 500mg bd x 10 days 


< 15% recurrence rate in patient treated with 
eradication therapy. 


NB: Check Maastricht V guidelines: Oct 2016 


Guidelines for Treatment of H. Pylori Infxn. 
trongly Recommended 
duodenal or gastric ulcer 
MALT lymphoma 
Atrophic gastritis 
Recent resection of gastric cancer 


First-degree relative of patient with gastric cancer 


-MAASTRICHT 2-2000 CONSENSUS REPORT 


Further Reading advised on ffo. : 


Achalasia + Other Oesophageal Motility Disorders 
Oesophageal dilatation for strictures 
Scleroderma (CREST Syndrome) 


Zollinger Ellison Syndrome, Hypergastrinaemia 
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